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third case was that of a man aged forty-five, who had un¬ 
dergone a great deal of fatigue, exposure, and excitement. 
The most characteristic feature was the length of indi¬ 
vidual attacks. He would pass into the status epilepticus, 
and in this condition run straight ahead, stand still, then 
rush on again, and again stand. He would sometimes do 
this for two hours, and then go to sleep. Ordinary epi¬ 
lepsy after a time followed. Another patient began to 
exhibit spells of absent-mindedness at the age of seven 
years. Three years later he was noticed to make short 
runs, of which he had no knowledge when questioned, 
and at the age of fifteen regular epilepsy came on. At 
this time he would perform the run after the epileptic 
attack. Dr. Ferguson believes that to begin early and 
well is the real key to success in the treatment of epi¬ 
lepsy, and urges that the closest attention be given to all 
cases of absent-mindedness and momentary loss of con¬ 
sciousness. A. F. 

PSEUDO-BULBAR PARALYSIS. 

Dr. Boulay (Gazette des Hopitaux) has contributed a 
long and very carefully written article on this subject. 
He begins by calling attention to the fact, that although 
certain lesions of the medulla cause that clinical picture 
which we call bulbar paralysis, we must not conclude 
from the presence of these symptons that there is neces¬ 
sarily a lesion of this organ. 

In other words, the symptons of bulbar paralysis may 
be present without any disease of the medulla whatever. 

The symptoms of pseudo-bulbar paralysis are so sim¬ 
ilar to those of the true affection of the medulla, that it is 
very easy to confound the two maladies, and it is on this 
account that stress will be laid on their differences, rather 
than on their points of resemblance. 

The subject of this affection is noticeable, first on 
account of the expression of his face, which is mobile and 
natural in its upper part, while the lower portion is inert 
and motionless. 

The eyes are wide open and the wrinkles on the fore¬ 
head are quick to form. On the other hand, the naso¬ 
labial folds are but slightly marked, the cheeks are pen¬ 
dent, and the saliva flows from the half-open mouth ; all 
of which gives to the patient a surprised and anxious 
expression of face. He understands the questions put to 
him, but his replies are not easy to understand, since 
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they are almost unintelligible. He is not obliged to seek 
for his words, for he finds them without effort; but on the 
other hand, his speech is embarrassed and monotonous. 
The character of the voice is changed, becoming weaker 
and more nasal in its tone. 

In short, the patient is not aphasic, being able to talk, 
read, and write without intellectual effort. He is affected 
with that special difficulty of articulation which has been 
described under the names of dysarthria and anarthria, 
which depend upon a paralysis of the lips, tongue, and 
soft palate. The movements of the tongue are never 
completely abolished. It is almost impossible for the 
patient to move it from side to side, and if it can be pro¬ 
jected from the mouth, it almost always deviates to one 
side or the other. Indeed the degree of paralysis is 
seldom equal on both sides, this being specially evident 
in the palate. In aggravated cases the uvula hangs 
motionless, and the tongue cannot be projected from the 
mouth. 

In these cases of pseudo-paralysis, deglutition and 
mastication may also be affected, just as in true bulbar 
paralysis. Solids are swallowed better than liquids, which 
are apt to regurgitate through the nose. The saliva flows 
almost continually from the mouth, especially when the 
patient is standing upright. In advanced cases, the 
mouth cannot be opened, and deglutition becomes im¬ 
possible. 

When all these different parts are affected we have 
the complete picture of the disease; but it should be said 
that cases are often seen where one or more organs 
remain untouched. 

A characteristic common to all these paralyses, what¬ 
ever may be their distribution or their extent, is the 
absence of atrophy in the affected muscles. The tongue 
retains its volume and its ordinary consistency. Its sur¬ 
face remains smooth. The lips retain their usual thick¬ 
ness. Ordinarially there are no fibrillary movements. 
The condition of the reflexes is variable. They are 
generally diminished, with the exception of the masse¬ 
teric, reflex which may be increased. If the lower jaw be 
suddenly pulled down, there occurs a sort of epileptoid 
trembling in it. 

The electric reaction presents a marked point of dif¬ 
ference between the true and the false bulbar paralysis, 
for in the latter form—that is, the disease in question—the 
electric reaction is normal, there being neither reaction 
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of degeneration, nor even diminution of excitability to 
the faradic current. The tactile sensibility of the parts 
is unaffected, even in those cases where reflex action is 
more or less completely destroyed. 

In addition to these various symptoms, there is gen¬ 
erally present a. certain amount of paralysis of other 
parts of the body. The walk sometimes resembles that 
of an ordinary hemiplegic patient, sometimes that of par¬ 
alysis agitans. The movements of the arms are also 
affected, being reduced in extent and the muscular 
strength being lessened. 

The mental symptoms observed in patients suffering 
from pseudo-bulbar paralysis are not characteristic, but 
resemble somewhat those, of hemiplegia. Loss of mem¬ 
ory, mental torpor, incoherence of ideas, and even de¬ 
mentia, have been observed. He is irritable, and is apt to 
laugh or cry without apparent cause. A very curious 
fact has been noted apropos of these fits of laughter—it 
is that the patient is unable to laugh voluntarily, but 
only does so when the fit takes him. 

Pseudo-bulbar paralysis generally appears suddenly, 
on the occasion of an apoplectic stroke, and in those who 
have already had similar attacks, accompanied by tran¬ 
sitory aphasia. In other cases there have been no previous 
attacks, and the pseudo-bulbar paralysis appears along 
with the first hemiplegia. In still rarer cases it appears 
without either paralysis or loss of consciousness, a simple 
attack of vertigo being the only forerunner. 

The disease once established, may remain stationary, 
improve, or become worse; its course is generally very 
irregular. It may become worse spontaneously, but 
generally the aggravation is the result of a fresh hem¬ 
orrhage. The cardiac and respiratory troubles, which so 
often produce a fatal termination in true bulbar paralysis, 
are almost always absent in the disease in question. 

The duration of pseudo-bulbar paralysis is extremely 
variable, but a large number of the cases die in a few 
months, while some are carried off in a few days. Pa¬ 
tients sometimes survive a long time, however; and there 
is one case on record where death occurred eleven years 
after the commencement of the malady, the cause being 
a broken leg. 

The ordinary cause of death is a fresh apoplectic 
attack. 

A cure seems possible only when the cerebral lesions 
owe their origin to syphilis. W. F. R. 



